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Squamous carcinoma of the penis and previous
recurrent balanitis: a case report

J J R Fernando, T M Wanas

Abstract
A 33 year old uncircumcised Caucasian male
who had a 7 year history ofintermittent erosive
balanitis and herpes, presented with an 18
month history of progressively worsening
penile ulceration not responding to the usual
medication. Biopsy of the glans penis carried
out in view of the long standing ulceration
showed a sqamous cell carcinoma of the penis.
As there was no response to radiotherapy,
partial penectomy was carried out. The impor-
tance of early biopsy is emphasised when
ulcerative lesions of the penis do not respond
adequately to medical therapy. Different treat-
ment modalities available are reviewed.

Introduction
Carcinoma of the penis is rare in the western world
accounting for less than 1% of all male malignancies.
It can present as an exophytic lesion or as flat and
ulcerative lesion mimicking benign conditions. Here
we report a case of carcinoma of the penis presenting
as an ulcerative lesion.

Case report
A 33 year old uncircumcised Caucasian male had two
episodes of clinically typical herpetic lesions (not
confirmed by viral culture) on the glans penis in late
1983 and early 1984. He continued to have recur-
rences at intermittent intervals but was successfully
treated for presumed erosive balanitis and herpes at
various times with antifungal creams, acyclovir,
hydrocortisone cream and saline baths until 18
months before presentation. From that time he began
to have very frequent recurrences not responding to
medication and over the past 4-6 months his symp-
toms were continuous and associated with worsening
penile ulceration.
He has been twice married and has three children

by his second wife. Neither his present wife nor his

first wife had any history of genital herpes or genital
warts. He had had no other sexual contact outside his
two marriages during the past eleven years. He also
gave no history of any other sexually transmitted
infections in the past. He is a plumber and he smoked
15 cigarettes a day until 3 months before presentation
and drank 20 pints of lager per week.
Examination revealed widespread superficial

ulceration of the glans penis with a tender, granular
area 2 5 cm x 2 5 cm on the dorsal aspect ofthe glans
penis to the left of the urethral meatus. Examination
of the urethra, scrotum and testes were normal.
There was no evidence of inguinal lymphadeno-
pathy.
He had full genital screening but the tests were

negative for gonorrhoea, chlamydia, mycoplasma,
ureaplasma and Trichomonas vaginalis. Subpreputial
swab taken for candida was also negative. Serological
tests for syphilis carried out over a three month
period was also negative.
The only positive test was a swab taken for herpes

simplex virus culture. In view of this he was com-
menced on a five day course ofacyclovir 200 mg three
times a day. However, when he was reviewed 2 weeks

Figure I Widespread erosive balanitis with a 2-5 cm x
2 5 cm ulcer on the dorsal aspect ofglans.
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Figure 2 Well differentiated squamous cell carcinoma of the
penis. (Haematoxylin and eosin. x 32).

later, as there was no improvement in signs or
symptoms and also in view of the long standing
ulceration a penile biopsy was carried out under local
anaesthetic and this revealed a well differentiated
squamous cell carcinoma of the penis.

Various treatment options were discussed with the
patient. In view of his age penile preservation was
agreed upon. After circumcision under anaesthesia
one week prior to radiotherapy, treatment was given
by a direct field of 14 mV electrons-5000 cGy in 15
daily fractions over a period of 25 days. Treatment
was complicated by local infection which was satis-
factorily treated with flucloxacillin and saline baths.
At six weeks after radiotherapy, as a biopsy confirmed
no tumour regression partial penectomy was carried
out. Six months after surgery there was
no evidence of recurrence locally or of metastatic
disease.

Figure 3 Post partial penectomy. Urethra brought out
through button hole in ventralflap.

Discussion
Carcinoma of the penis accounts for 0-2%-0-4% of
urogenital malignancies and less than 1% of all
male malignancies in the United States and United
Kingdom.
Carcinoma of the penis is almost unknown among

those circumcised in the neonatal period. Its
frequency, however, increases when circumcision is
delayed until puberty. Adult circumcision offers little
or no protection. It has been theorised that the
neonatal glans exposed at circumcision may acquire a
protective layer of cutaneous cornification that does
not appear after delayed circumcision.' Poor personal
hygiene with resultant recurrent balanitis and
phimosis is a recognised predisposing factor in
carcinoma of the penis.23 The retention of smegma
and carcinogenic agents within the preputial sac may
account for its higher incidence in the uncircum-
cised.

Premalignant conditions include condyloma
acuminata, Bushke-Lowenstein tumour, erythro-
plasia of Queyrat, Bowens disease, cutaneous horns,
balanitis xerotica obliterans, Paget's disease and
leukoplakia. These lesions may precede or coincide
with carcinoma of the penis particularly in the
uncircumcised.

Hellberg' et al have shown that the association
between cigarette smoking and penile cancer was
direct, related to the dose and independent of other
known risk factors. They hypothesise that tobacco
products could become concentrated in the smegma
making it carcinogenic, especially in men with
phimosis. Recently a viral aetiology has been
proposed for carcinoma of the penis. HPV DNA 16
has been isolated in Bowenoid papulosis.4 HPVDNA
16 and 18 have also been isolated in 49% of penile
carcinoma specimens.5 Smoking and herpes simplex
virus type 2 are thought to be necessary co-factors for
progression and conversion ofHPV induced lesion to
a malignant state.6

Interestingly, a third of females who were the sole
sexual partners of men with penile condylomata for
12 months or more were found to develop cervical
intraepithelial neoplasia which too is thought to be
associated with oncogenic viruses.7
Carcinoma ofthe penis can present as an exophytic

lesion or, as in this case report, as a flat and ulcerative
lesion. The latter has a tendency to earlier metastasis
and is associated with a poor 5 year survival rate.8
The delay in presentation to medical care due to
personal neglect, embarrassment, guilt, fear and
ignorance may have a role in the poor prognosis. This
may be compounded by further delay in diagnosis
and initiation of appropriate treatment.'

Early biopsy is essential in the management of
recurrent or persistent ulcerations ofthe penis. Since
the mode and nature oftherapy depends on the age of
the patient, histological pattern and the extent of the

154



Squamous carcinoma of the penis and recurrent balanitis: a case report

spread, accurate localisation of the tumour is essen-
tial. Ultra-sonography9 can be useful in visualising
both the extent of the primary tumour and spread to
the inguinal lymph nodes. This enables the surgeon
to decide on an appropriate level of penile amputa-
tion and the need for lymphadenectomy.
The aim oftreatment is to preserve penile function

and upright voiding especially in younger patients.
Therefore, as in our patient radical radiotherapy is
the treatment of choice. Limitations of radiotherapy
include poor response, radionecrosis requiring
amputation and urethral stenosis with or without
stricture and fistula.
For superficial and flat lesions ofthe penis radiation

therapy, microscopically controlled surgery,'0 radical
carbon dioxide laser microsurgery" or neodymium
YAG laser'2have been advocated by different authors.
Bleomycin with radiotherapy" or microscopically
controlled surgery'0 has also been attempted for
larger recurrent tumours. The success rate of these
regimens cannot be evaluated because of the small
numbers of patients and/or insufficient follow up.
When "conservative" treatment fails, partial or

total penectomy is carried out.

Management of metastasis
Careful follow-up for a period of eighteen months to
three years to detect any evidence of metastasis is
essential if lymphadenectomy has not been perfor-
med as a primary procedure. Clinical examination is
thought to provide a very poor assessment of
lymphadenopathy especially so in obese individuals.
The presence ofsecondary infection and lymphaden-
itis not uncommon with carcinoma of the penis also
complicates the clinical diagnosis. The persistence of
lymphadenopathy six weeks after surgery or radio-
therapy may signify metastasis and ipsilateral
inguinal lymphadenectomy is indicated.8
A better 5 year survival rate has been achieved

when inguinal lymphadenectomy was performed as a

primary procedure.'4 This has also been associated
with a lesser morbidity and mortality as opposed to
when inguinal lymphadenectomy was performed as a

secondary procedure especially in the presence of
large ulcerated lymph nodes.'4
An alternative approach may be to perform

lymphangiography or biopsy of the sentinel node'5
a lymph node at the junction of the saphenous vein
and superior epigastric vein. If these nodes contain
tumour, lymphadenectomy is performed. However,
there have been instances when positive pelvic nodes
have been found in spite ofa negative sentinel node.'6
Ultrasonography as previously mentioned may have
a useful place in the future in determining the need
for lymphadenectomy.

Penile carcinoma represents one of the few neo-
plasms for which a predictable and simple means of
prophylaxis exists, namely circumcision carried out

in the neonatal period."7 Carcinoma ofthe penis does
not always present as an exophytic lesion. When
penile ulcers do not respond to medical treatment
early biopsy is essential to exclude a malignant
process.
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